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Brig. General on the Home Front 


THE DOCTOR at home shoulders a greater burden than ever before. Charged 
with responsibility of winning the never-ending war against disease, he must 
now fight many a battle almost single-handed. 

But thanks to the contributions of scientific progress, modern weapons are 
a constant aid in placing victory within his grasp. Take x-ray, for example. 
Fluoroscopy . . . the radiograph . . . both point the way to positive diagnosis. 
They eliminate doubt and uncertainty . . . permit a safer, surer course of 
action that leads to speedier recovery. 


* 
Screen care is important. Intensifying 
screens that are dirty, scratched or 
stained increase exposure time and 
produce faulty negatives. To insure 
clear, sharp, contrasty radiographs— 
the kind needed for accurate diagno- 
sis—replace damaged, worn screens 


* 


now. Your dealer has ample stocks of 
Patterson Screens to supply you. 

A booklet, ‘Minutes that Matter,” 
tells how best to care for intensifying 
screens. Write for a copy today. Pat- 
terson Screen Division of E. I. du Pont 
de Nemours & Co. (Inc.) , Towanda, Pa. 


ort 


Patterson Screens 


Better Things for Better Living . 


Through Chemistry 


When writing Advertisers kindly mention ths Journal. 
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TIMELY TIPS TO TECHNICIANS 


This is Your KELEKET Ready-Reference Table for 
BUCKY DIAPHRAGM EXPOSURE MULTIPLES 


For X-ray films of the best diagnostic 
quality it is frequently necessary to position 
the X-ray tube at a greater or lesser distance 
from the Bucky than the fixed radial dis- 
tance requires. 


The cut-off effect of these off-centre 
positions can be compensated for by altering 


the length of the exposure so that optimum 
density is obtained for all parts. 

The following table shows the proper 
exposure multiples to use at focal distances 
ranging from 25” to 72” and with Bucky 
radial distances varying from 30” to 48”. 
By referring to the chart you save time— 
you save work—and you know that your 
exposure is always right! 


= 


EXPOSURE MULTIPLES EMPLOYED WHEN TUBE FOCUS 
DEVIATES VERTICALLY FROM BUCKY RADIAL CENTRE 


FOCAL DISTANCE 2s” 30" 36" 42” 48” 6” 72" 


30” Rad. Dist.-16 Line-5:1 Grid .78 1.00 1.55 2.27 3.16 
30” Rad. Dist.-29 Line-5:1 Grid 79 100 1.58 2.32 3.21 
| 30” Rad. Dist.-50 Line-6:1 Grid .81 1.00 1.60 2.36 3.28 
| 36” Rad. Dist.-50 Line-6:1 Grid 77 1.00 146 2.01 
48” Rad. Dist.-50 Line-8:1 Grid 68 83 1.00 1.74 2.72 


PIONEER CREATORS OF QUALITY X-RAY EQUIPMENT SINCE 1900 


BURKE ELECTRIC & X-RAY CO. 


LIMITED 
61-63 YORKVILLE AVENUE 
TORONTO, ONT. 


Distributors for KELEKET in Ontario 


When writing Advertisers kindly mention this Journal. 
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This book you will want constantly 
near you—as a text, and for ready 
reference. It tells exactly the what, 
why, and how of roentgenology. And 
with its logical development of ideas, 
it is not only easily understood by 
beginners, but also helps experienced 
technicians to improve their technic. 


Medical Radiographic Technic covers 
every phase of roentgenology: Funda- 
mental electrical concepts, electron 
theory and the x-ray tube, x-ray appar- 
atus, radiographic calibration, factors 
affecting radiographic quality, film 
processing, stereoscopy, planigraphy, 
foreign body localization, fluoroscopy, 
soft-tissue radiography, anatomy, posi- 
tioning and technic, dental technic, and 
photo-roentgenography. 


Here’s a Book You Won't Lend to Anyone ! 


“MEDICAL 
RADIOGRAPHIC 
TECHNIC’ 


More than 500 photographs, diagrams, 
drawings, and radiographs amply 
illustrate the text. 


Order your copy to-day from your 
nearby Victor Branch Office. 


$7 postpaid, plus tax. 


Co-authored by members of the Technical 
Service Department of the General Electric 
X-Ray Corporation, under the editorship of 
Glenn W. Files, Director. Publisher, Charles 
C. Thomas. 


TO MEMBERS OF THE ARMED FORCES 
is extended a 10% discount on the basis of 
cash with orders. 


VICTOR X-RAY CORPORATION of CANADA, Lta. 
DISTRIBUTORS FOR GENERAL ELECTRIC X-RAY CORPORATION 


TORONTO: 30 Bloor St, W. - VANCOUVER: Motor Trans. Bldg., 570 Dunsmuir St 
MONTREAL: 600 Medical Arts Building - WINNIPEG: Medical Arts Building 


Best War Savings Certificates 


When writing Advertisers kindly mention. this Journal. 
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TIMELY TIPS FOR HANDLING FILM 


WASHING 
AND 
DRYING 


@xX-Ray Films should be carefully 
washed and dried if early deterioration 
in storage is to be avoided. The object of 
thorough washing is to remove all traces 
of processing chemicals from the emul- 
sion. Small amounts of these will cause 
staining and yellowing on aging, while 
larger amounts may crystallize, thus 
lowering the diagnostic value of the 
radiograph. 


For the best drying results, use any of the regu- 
lar commercial film dryers. Drying should be 
carried out under conditions which insure the ab- 
sence of dust. Drying time increases with higher 
humidity, decreases with faster rate of air flow and 
higher temperature. 
* 


ANSCO NON-SCREEN X-RAY FILM 
provides sharper detail and wider lati- 
tude than can be possible with regular 
films with screens. Its ability to build up 
heavy density and high contrast makes 
for radiographs of exceptional quality 
and brilliance. Specify Non-Screen film 
on your next order. Ansco of Canada 


Limited, Toronto, Ontario. 


BUY 


MORE BONDS 


When writing Advertisers kindly mention this Journal. 


Washing time depends, among other things, on: 
the hardness or softness of the water and the 
rate of flow; the capacity of the tank; the temper- 
ature. Soft water speeds up the washing process. 
Hard water has exactly the opposite effect. The 
safest rule is to wash for 1 hour in running water. 


Here’s a word of caution. If, in an attempt to 

decrease the drying time, additional heating 
elements are used, watch the temperature! If the 
temperature is high, the film may tend to buckle or, 
worse yet, the emulsion which is still wet and easily 
damaged, may melt! 


Ansco 


(FORMERLY AGFA ANSCO) 


X-Ray Films and Chemicals 


KEEP YOUR EYE ON ANSCO— 
FIRST WITH THE FINEST 
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. Sturdy construction prevents 


warpage and getting out of 
alignment. 


. Cushion effect protects film 


and maintains perfect contact. 


. New type hinge prevents 


screen-film abrasion. 


. Light in weight. 
. Hos sturdy plastic front. 


Offers minimum obstruction 
to passage of primary x-rays. 


. Completely lightproof. 

. Easy to keep clean. 

. Non-corrosive. 

. Usable in any type or make 


of cassette holder. 


. Mode of the best materials 


obtainable. 


. In spite of its superiority the 


Cushion Cassette costs no 
more than other cassettes, in 
faci it costs less than many. 


TAN DARD 


ASOETTE 


AND 
PRESS BOARD 


STEEL 
WOOL FELT 


HE CUSHION CASSETTE offers many new and 

exclusive improvements in cassette construction 
including the durable, all-metal, hollow frame which 
is made from a single sheet of metal and therefore 
eliminates the necessity of welded corners. The Cushion 
Cassette gets its name from the resilient inner layers 
of pressboard and wool yarn which actually cushions 
the x-ray film. Maximum strength and rigidity are 
assured even under the most severe usage without the 
slightest danger of warpage or twisting out of alignment. 
The cushion effect applies desirable compression over 


the entire area and assures perfect film-screen contact. 


Available for delivery upon order. Complete speci- 


fications and prices supplied promptly. Write today. 
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EDITORIAL 


The most important event in our 
Society activities scheduled before the 
next issue of The Focal Spot is the 
Second Annual Convention of the 
Canadian Society to be held in Win- 
nipeg on September 16th and 17th. 

We tend to take things for granted, 
but actually the formation of the Cana- 
dian Society of Radiological Techni- 
cians is no mean achievement and the 
result of four or five years of intensive 
team-work by previously isolated 
groups right across the Dominion. 

To realize the progress made we 
have only to compare the relatively 
close association of ideas which now 
exists with the practically complete 
isolation of five years ago and, retro- 
specting thus, we cannot help feeling 
that our present position represents 
highly beneficial progress for all con-, 
cerned. 

The day may not be far distant when 
cheap air transportation will enable 
many of us to get together, but at pre- 
sent only a limited number can afford 
the time and money to go to Winnipeg. 
However, there will be at least one 
delegate from each province and ideas 
of the bulk of the members will be 
brought to the Convention by this re- 
presentation. All who can’ make. the 
trip will be assured of a very hearty 
welcome by our Western friends. 

For the many who will not be able 
to go, The Focal Spot will carry a full 
report in the October issue. 
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Radiography in Pulmonary Tuberculosis 


By G. G. HARRIS 
Nova Scotia Sanatorium, Kentville, N.S. 


In presenting this paper on Radio- 
graphy in “Pulmonary Tuberculosis” I 
shall endeavour to outline three factors 
which I believe are conducive to films 
of good diagnostic value, namely: 
“Position”; “Exposure” and “Process- 
ing.” 

While each of these factors is im- 
portant, I am inclined to accept “Posi- 
tion” as the one requiring most con- 
sideration, chiefly because if the patient 
is not properly arranged before the ex- 
posure is made, nothing that may be 
done in the dark-room can compensate 
for any errors that were made in im- 
proper position, despite the fact that 
the exposure of the films may have 
been faultless. When positioning the 
patient, every consideration must be 
given to the proper placing of the arms, 
otherwise soft tissue shadows will ob- 
scure the lateral wall of the lung and 
sometimes simulate the picture of 
pleural fluid, as well as show up the 
scapulae to great disadvantage. The 
quality of the films, though excellent, 
cannot be appreciated if both scapulae 
are superimposed upon two-thirds of 
the lung field, neither can the Radiolo- 
gist give a very satisfactory interpre- 
tation of such films. Therefore, when 
x-ray films of the chest are required to 
demonstrate lung parenchyma in the 
postero-anterior position, it is essential 
that the patient be arranged in the 
proper manner. He should stand 
firmly on both feet at a leaning angle 
against the plate changer with the 


backs of both hands resting on the hips, 
the elbows extended laterally and the 
shoulders rotated forward as much as 
possible, the chin raised well up to pro- 
vide sufficient clearance for the apices, 
and the compression band set just tight 
enough to give him a comfortable de- 
gree of support. In this position he is 
requested to take a deep breath and 
immediately exhale fully, then take an- 
other deeper breath and hold it. At 
the peak of the second breath the ex- 
posure is made and he is told to breathe 
out and relax. People who are infirm 
and crippled with rheumatism find it 
difficult to adopt this position. They 
may, however, co-operate with a con- 
siderable degree of comfort by drop- 
ping the arms to the sides and bending 
the elbows just enough to remove the 
soft tissue from the lateral walls of the 
chest. With the palms turned outward, 
the shoulders rotate forward, and with 
the support of the compression band 
the results are very often quite satis- 
factory. 


When a patient is too ill to stand 
and films have to be exposed with him 
in bed, it will be necessary to have him 
propped up with pillows and the expo- 
sure made in the A.P. position. This 
may be done by slipping the cassette 
behind his back and instructing him to 
turn the palms of the hands outward. 
With the tube angled to the right de- 
gree, a film of reasonably good diag- 
nostic quality may be obtained. 


For the routine lateral position, the 
patient stands as near the plate-holder 
as possible, raises both arms vertically 
and lets them rest across the top of the 
head. With the chin well up and the 
compression band tightened, the ex- 
posure is made. When Bucky films are 
required in the lateral position on the 
table, he assumes the same pose as just 
mentioned for the upright view. 


Oblique films require the patient to 
stand at a semi-lateral angle, and to 
illustrate the right-posterior oblique, 
he should stand with the right side of 
the chest resting against the plate- 
holder and the left side approximately 
six inches away from it. The left arm 
is extended forward and the palm of 
the hand is brought back to any point 
at the back of the head. The right hand 
rests on the hip and the shoulders ro- 
tate forward as far as possible without 
changing the angle of the body. The 
compression band is tightened slightly 
and the exposure is made. Fluoroscop- 
ing the patient first helps to determine 
the exact position required for films in 
the oblique and semi-lateral position. 


When clinical evidence indicates a 
condition not shown in the standard 
routine film, such as a suspected cavity 
in the apex or behind the clavicle, spe- 
cial films of this area very often sup- 
port the clinical picture. Exposures 
may be made with the patient standing 
or lying on the Bucky-table with the 
tube angled from 10 to 15 degrees to- 
wards the head. This angle will place 
the clavicle above the first rib when he 
is facing the tube, giving a much better 
outline of the lung tissue in the sus- 
pected area. When taken in the stand- 
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ing position, this angle will sometimes 
demonstrate a fluid level in a cavity 
that is not seen in the standard P.A. 
position. Exposures of this region may 
be made with the patient in the postero- 
anterior as well as the antero-posterior 
position, and the angle of the tube may 
be changed to any degree best suited 
for that portion of the apex being in- 
vestigated. 


When the standard routine postero- 
antero film shows a thickened apical 
cap, or what appears to be an atelectatic 
lobe as well as any condition that is 
opaque to the normal exposure, inves- 
tigation by Bucky films is to be recom- 
mended. The position of the patient is 
dependent upon the area wherein the 
opacity lies and the exposures may be 
made at any angle that will give the 
best demonstration of what may lie un- 
derneath. X-ray studies of conditions 
of this nature cannot be limited to one 
angle or one position, and the techni- 
cian is justified in making several ex- 
posures at various angles and positions 
both anteriorly and posteriorly. The 
same may apply when investigating 
localized areas of the lung with iodized 
oil or sodium iodide, several exposures 
are in order. For the upper lobe ex- 
amination with lypiodol, the patient is 
placed on the table with the head rest- 
ing in the palm of the hand supported 
by the elbow, and at an angle just to 
allow the oil to flow into the lung. 
The table is then tilted to an extreme 
angle for half a minute or more so that 
the medium can flow into the apex as 
far as possible, then brought back to an 
angle of approximately twenty-five de- 
grees and exposures made in the lateral 
and A.P. positions. All preparation for 


| 
ai 

| 


THE FOCAL SPOT 


this type of x-ray examination should 
be made ready beforehand as it has to 
be carried out quickly in order to be 
successful. 


To demonstrate the length and 
breadth of a pleural pocket resulting 
from empyema, the procedure is very 
much the same. The tilt of the table 
need not be more than fifteen degrees 
with the feet elevatd. Bucky films, 
however, are necessary to give the right 
degree of contrast, chiefly because the 
opacity of the thickened pleura may be 
nearly that of the opaque medium. 


The factor of “technique” or “ex- 
posure” in producing films of good 
diagnostic quality, is almost as import- 
ant as positioning the patient, with this 
exception. If the position is faulty, the 
quality of the film is of little or no 
value as a compensating factor, where- 
as, if the technique or exposure is in 
error, the film need not be a total loss 
as a diagnostic medium if the techni- 
cian is familiar with dark-room proce- 
dure. 

In radiography of pulmonary tuber- 
culosis, the exposure must be as nearly 
correct as it is possible to make it, 
otherwise over-exposure and under- 
exposure will be a frequent occurrence. 
The structure of the lung is such that a 
slight increase in Kv.P. (above the cor- 
rect exposure) will block out lung de- 
tail to the extent that the film loses 
much of its value as a diagnostic medi- 
um. Also a slight decrease below the 
normal exposure will produce a film 
lacking in strength of detail and one 
where it is difficult to separate path- 
ology from the true markings of the 
lung pattern, particularly so in the 
early stages of the disease. 


A basic technique, ranging from fifty 
to eighty kilovolts-peak, using 10 mil- 
liamperes-seconds at a distance of 
seventy-two inches has been recom- 
mended as a guide to determine indi- 
vidual techniques for all chest diame- 
ter-thicknesses, that is: 80 Kv.P. and 
10 milliamperes-seconds when used on 
a large chest will produce a film of 
similar density and contrast as that 
shown in a film exposed with 50 Kv.P. 
and 10 milliamperes-seconds for a 
small chest. To select the Kv.P. for 
the individual chest exposure a few test 
exposures are necessary before a chart 
covering all chest diameter-thicknesses 
can be calibrated. 


Our method was to choose a normal 
person of average build and working 
habits, weighing approximately 150 
Ibs. and a chest diameter-thickness of 
nine inches and make several exposures 
of 10 milliampere-seconds at a distance 
of seventy-two inches, using the Kv.P. 
as the variable factor. Films were ex- 
posed at 100 M.A., 200 M.A., and 300 
M.A. for sharpness of detail effect and 
when viewed as comparison films it 
was quite evident that the exposure 
made at 1/30th second at 300 M.A. 
provided a much greater degree of de- 
tail sharpness than the film exposed 
for 1/10th second at 100 M.A. 


For our purpose, a film of good diag- 
nostic quality, one showing a medium 
degree of density and contrast, was 
produced by using the technical factors 
of 62 Kv.P., 10 milliampere-seconds 
(1/30th second at 300 milliamperes) at 
a distance of seventy-two inches and 
a chest diameter-thickness of nine 
inches or approximately 23 centimeters. 
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Once a suitable technique for a spe- 
cific chest diameter has been obtained, 
a chart covering all chest measure- 
ments may be tabulated by adding 2 
Kv.P. to the known technique for every 
centimeter increase in object thickness 
and by reducing the known technique 
2 Kv.P. for every centimeter decrease 
in object thickness. Although this 
chart is an excellent basis and guide to 
determine techniques, it is not entirely 
complete because the factor of object- 
thickness varies in density as the voca- 
tion of the patient varies. To illustrate 
this point — a man engaged in hard 
manual labour with a chest measure- 
ment of nine inches will require from 
4 to 6 Kv.P. more as a penetrating 
factor than the man whose vocation 
confines him to an office, yet has the 
same chest measurement of nine 
inches. The soft tissue density is much 
greater in the stevedore than it is in 
the office worker. Children, too, re- 
quire more Kv.P. per unit of thickness 
than adults of the same chest measure- 
ments, chiefly due to increased density 
from uninflated lung tissue. 


Elderly people on the other hand re- 
quire less penetration than young 
adults, the soft tissue becomes less 
opaque with age. Therefore, while a 
general technique may be calibrated 
there are other factors which the tech- 
nician must acquaint himself with be- 
fore setting the technique for the indi- 
vidual exposure. The patient factor 
must be considered at all times in or- 
der to produce films of uniform quality. 


Once the technique for the posterior 
position is established, the exposure 
for the lateral view may be obtained 
by adding 10 Kv.P. and increasing the 
milliampere-seconds from 10 to 30, or 


from 1/30th second to 1/10th second, 
and shortening the distance from 72 
inches to 40. If this rule is applied at 
all times to techniques which produce 
films of good quality in the postero- 
anterior position, lateral films of good 
quality will invariably prevail. 


For the “oblique” or “semi-lateral” 
film, an additional 4 to 6 Kv.P. will be 
necessary to produce films of similar 
density and contrast as that shown in 
the P.A. position. Special apicals 
taken on the Bucky with the tube 
angled 5° to 10° require approximately 
50 Kv.P., 50 M.A.S. at 40 inches for a 
chest thickness of nine inches, and 
without the Bucky 4 to 6 Kv.P. more 
than standard P.A. position technique 
at 72 inches. 


Films demonstrating the bronchial 
tree with opaque oil always require at 
least 4 Kv.P. more than the standard 
technique for the same area in order to 
bring out in relief the pattern of the 
air cells outlined by the opaque me- 
dium. 


When investigating what may be un- 
derneath a thickened pleura, an effu- 
sion, a regenerated thoracoplasty, and 
conditions of similar nature, it will first 
be necessary to make at least one test 
exposure, as there is no known means 
of determining the density factor of 
the part under consideration, and one 
must be guided by the experience pro- 
vided by previous examinations of 
similar densities. 


The importance of the work in the 
dark-room in relation to the processing 
of films featuring pulmonary tubercu- 
losis cannot be over-estimated. Clean- 
liness should be practised in every 
aspect of the work in order to obviate 
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contamination. Solutions should be 
well stirred before using, if idle for 
three or four hours, and checked fre- 
quently for changes in temperature. 
There should be plenty of dark-room 
illumination. A Wratten Safelight 
Series B will provide a considerable 
amount of dependable light when 
placed two feet above the level of the 
developer tank. Generally speaking, 
there is no phase of the technician’s 
duties that require more consideration 
and attention than the handling of 
films in the dark-room. Irrespective 
of how expertly the films have been 
exposed, they may be utterly ruined in 
the act of developing. Unless the tech- 
nician is familiar with the appearance 
of the film during the process of de- 
velopment, and can tell by sight when 
it is or is not fully developed, he can- 
not maintain that degree of uniform 
density so essential for films of good 
quality. 


There are so many variable factors 
over which the technician has no con- 
trol when making the exposure that 
discount the method of developing by 
“time” only. The factor of soft tissue 
density is an unknown one and must 
be roughly estimated. It is also ex- 
tremely difficult to estimate with any 
degree of accuracy the deterioration 
from day to day of developer activity, 
and when combined with an almost 
constant up and down surge in line 


voltage, it is practically impossible to 
produce films of uniform density fea- 
turing pulmonary tuberculosis by the 
method of time only. 


The value of combining “time” and 
“inspection” is twofold. It provides a 
check on the recommended time of 
development and the exposure of the 
film. If the film does not develop out 
in the time limit, or develops out too 
quickly in the time limit, the technician 
can determine more accurately the 
error made in the exposure and, at the 
same time, prevent the film from being 
a total loss. 


To summarize, I trust I have shown 
how essential it is to have the patient 
properly placed before the exposure is 
made. Nothing mars a film of good 
quality so much as the shadow of the 
scapulae riding upon the lung field, yet 
in spite of all precautions it does occur 
more frequently than it should. The 
exposure should be selected from a pre- 
viously calibrated object-thickness 
chart and adjustments made to take 
care of such variables as soft tissue 
densities, slow down in developer ac- 
tivity due to age and use, and lastly, 
learn to acquire the technique of de- 
veloping by the method of “time and 
sight” combined. By so doing, I feel 
that more accurate exposures will be 
the end result, a very worthwhile ac- 
complishment. 
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Temporo-Mandibular Articulation, Lateral 


By MARGARET G. PATTERSON, R.T. 
Royal Jubilee Hospital, Victoria, B.C. 


Until recently we have found it dif- 
ficult to produce a radiograph of the 
temporo-mandibular articulation that 
would demonstrate all the structures, 
and so plainly that a fracture or patho- 
logical change in bone could be iden- 
tified. 


We now use a method applicable if 
the patient is laterally recumbent, 
seated or standing. We prefer the up- 
right position as it is easier to obtain a 
radiograph unobstructed by images of 
the other side and free from superim- 
posed images of the cervical vertebrae. 
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Mouth wide open for demonstration of the condyloid 
process. 


The laterally recumbent posture may 
be impractical or uncomfortable if the 
patient has fracture, tumor or infec- 
tion. 


A 6% by 8% Parspeed screen is 
placed in contact with the affected joint 
and lengthwise with the head. The 
sagital plane of the head is parallel to 
the plane of the film. The casette rests 
on a folded towel or small pillow on the 
patient’s shoulder and is held in posi- 
tion by the patient. For the laterally 
recumbent position the casette is ele- 
vated by means of sand bags or balsa 
wood. The tube with a cone in place 
(aperture 4 inches), is tilted approxi- 
mately 40 degrees cephalad and the 
central ray is directed from beneath the 
angle of the mandible farthest away 
from the casette, to a point slightly an- 


Mouth slightly open for temporo-mandibular joint. 


terior to the external acoustic meatus 
on the opposite side and to the centre 
of the film. 


To eliminate motion we use the Ca- 
pacitor Discharge Unit. Technical 
factors with the KXC-5 Capacitor Dis- 
charge Unit are 52 K.V.P. at one-tenth 
of a second time with 25 inch focal film 
distance. 


This examination may be made satis- 
factorily with the ordinary mobile unit, 
using the following factors: K.V.P. 60., 
M.A. 15., Time % sec. Distance 25 
inches. 


The articulation may be clearly de- 
monstrated with the patient’s mouth 
slightly opened. The condyloid process 
of the mandible is more clearly visual- 
ized with the mouth widely opened. 


Aluminum Half Filters as Compensators in 


Radiographic Work 


By WALTER V. ROBERTS 


Mountain Sanatorium, Hamilton, Ont. 


For some time I have been using alu- 
minum compensating filters for Spine 
and Thoracoplastic x-rays. 


The radiographs of these areas are 
greatly improved by these filters which 
are easily placed in position and are 
far less troublesome to make than the 
plastic filters. 


The filters are made by cutting 3 
Standard 2 M.M. filters in half. This 
will give a maximum of 12 millimeters 
of aluminum to use or a minimum of 
2 M.M. The method of using these 
filters, or 1% filters, is to place the re- 
quired number of filters over the area 
of least thickness of the part to be 
rayed, leaving the unfiltered half for 
the thicker part. 


The filtering value of each filter 
(2 M.M.) is about 1 K.V.P. so that if 
3 of these filters were used, about 3 
K.V.P. less radiation would be received 
on the part covered by them. This re- 
sults in a more uniform exposure over 
the whole length of the part rayed. 


For example, take the A.P. of the 
Dorsal Spine. In a great many cases 
there is a greater difference of thickness 
between the lower 6th to 12th dorsal 
vertebra than there is in the cervical 
and the first 6 dorsals. In these cases 
about 3 filters are placed in filter holder 
to the cervical end of the spine, then 
the exposure is made for the thickest 
part. The resulting radiograph will 
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show a fairly uniform 
throughout the entire length. 


exposure 


When the Lateral Lumbar is to be 
rayed, the filter is still placed to the 
top-half of the holder. This allows the 
increased K.V.P. necessary to show the 
5th Lumbar and Sacrum clearly, with- 
out having the rest of the vertebra over- 
exposed. For the Lateral Dorsal, the 
filters are placed to cover the lower 
half because in this part, the increased 


density to go through is the Shoulder 
area. 


Where x-rays of Thoracoplastic chest 
are to be taken, the filter is placed in 
the holder lengthwise of chest on the. 
good lung-side, and then the K.V.P. is 
adjusted to penetrate the dense tissue 
of the thoro-side, the resulting radio- 
graph exposes both sides uniformly. 


There are many other uses for these 
filters. The other advantages are:— 
Practically no line of demarcation, or 
in most cases, none at all. The amount 
of filtering is easily increased or re- 
duced by adding more or less filters. 
By resting them on the regular 1 M.M. 
filter in the holder, this filter is always 
in place and a great many more soft 
rays are filtered out. 


Reference is made of these filters in 
the 1942 Manual of Roentgenological 
Technique by Dr. L. R. Sante, pages 
230-231. 


Les Fondamentales Radiographiques 


SOEUR THERESE-LEA, T.E. 
Hospital du Sacre-Coeur, Cartierville, P.Q. 


Permettez-moi d’implorer votre bien- 
veillance, votre indulgence; car je n’ai 
pas la prétention de vous offrir un tra- 
vail trés élaboré sur le sujet qu’on a 
bien voulu me demander de préparer. 
En vous présentant cette petite confér- 
ence j’ai voulu tout simplement mon- 
trer mon esprit de collaboration pour 
tout ce qui concerne et intéresse notre 
association. 


Tout technicien, sait que pour faire 
une excellente radiographie, quatres 
points doivent étre surveillés avec une 
attention particuliére; La distorsion, le 
contraste, le détail et la densité. Par- 
lons de la distorsion; Distorde veut 
dire tordre, tourner ou transformer la 
forme naturelle ou véritable de l’objet 
qui doit étre présenté ou montré, il 
veut dire la contorsion, l’action de tour- 
ner, ou la perversion de la forme na- 
turelle ou véritable (des os) (des or- 
ganes) d’autres structures qu’il peut 
étre désirable de montrer. Les causes 
de la distorsion sont les suivantes; 1- 
C’est la distance entre le centre du 
foyer du tube et la pellicule, 2- L’aligne- 
ment de l’objet, de la pellicule et du 
centre du foyer. 


TYPE. La distorsion peut donner 
une image de forme grossie, irréguliére, 
ou tordue. La distorsion grossie est 
causée par la distance entre le centre 
du foyer, du tube et la pellicule; plus 
courte est la distance entre le centre du 
foyer et la pellicule plus grande est la 


distorsion; plus grande est la distance 
entre le centre du foyer et la pellicule 
moindre est la distorsion. La distorsion 
grossie peut étre éliminée mais rare- 
ment d’une facon parfaite pour la rai- 
son que l’objet peut rarement étre 
placé en contact directe avec la pelli- 
cule, et lorsque l’objet est a quelque 
distance de la pellicule il n’est pas 
recommandable d’augmenter la dis- 
tance. En résumé le minimud de dis- 
torsion peut étre obtenu en placant 
lobjet aussi prés que possible de la 
pellicule, le centre du foyer a une dis- 
tance raisonnable de la pellicule, et en 
plagant l’objet diretement en ligne 
droite entre le centre du foyer et le 
centre de la pellicule. 


DETAIL. Lorsque toutes le lignes 
de contour des objets sont apparentes 
et lorsque les lignes des tissue cellu- 
laires des os sont clairement découpées, 
saillantes et distinctes, le détail est con- 
sidére bon. Lorsque ces mémes lignes 
sont plus ou moins brimeuses, indé- 
ninies et floues, le détail n’est pas aussi 
bon. Les facteurs qui contrdlent le dé- 
tail sont ceux qui conditionnent avec, 
en plus le mouvemetn de l’objet, de la 
pellicule, ou du tube pendant la durée 
de l’exposition, l’emploi ou non emploi 
d’écran, et lorsque les écans sont em- 
ploiés le contact entre l’écran et la 
pellicule, et l'emploi aussi du Bucky et 
des cénes. La distance joue un réle im- 
portant pour le détail; plus prés de la 


s 


pellicule se trouve placé l’objet, plus 
fin et plus saillant est le détail; au con- 
traire, plus grande est la distance entre 
la pellicule et l’objet, plus gros, plus 
brameux et plus indéfini est le détail. 
Le mauvais aligenment aussi enléve de 
la présision au détail. Le centre du 
foyer y joue lui aussi un grande réle; 
plus petit est le centre du foyer plus 
fin et plus saillant est le détail. Le mau- 
vais contact des écrans affecte aussi le 
détail tandis que le facteur, Mill, Volt, 
Temps n’ont aucune influence sur le 
détail. Il y a en plus la fabrication des 
cassettes un point important a consi- 
dérer; plus gros est le grains plus 
grande est la rapidité des écrans en 
conséquence ce détail est moins délicat. 
En résumé nous pouvons obtenir plus 
de détail en placant l’objet aussi prés 
que possible de la pellicule; l’object en 
ligne directe entre le centre du foyer 
et de la pellicule, en employent le plus 
petit centre du foyer possible, en main- 
tenant l’objet, la pellicule et le tube 
au repos complet pendant la durée de 
l’exposition; enfin un bon tontact des 
écrans. 


CONTRASTE; parlons maintenant 
du contraste; Le contraste est la dif- 
férence entre les noirset les blancs ex- 
trémes. Les facteurs employés pour 
contréler les contrastes sont le facteur 
temps, Milliampére, le facteur espace 
voltage, le facteur écran, le facteur dia- 
phragme, Bucky, et le facteur cone. 


Facteur temps. A mesure que le fac- 
teur temps est augmenté que le facteur 


voltage est correspondamment diminué, 
le contraste est augmenté. Donc 4a 
mesure que le facteur temps est diminué 
et que le facteur voltage est correspon- 
damment augmenté, le contraste sera 
diminué. 
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Voltafe. A mesure que le voltage 
est augmenté et le facteur Milliampére 
ou Temps sera diminué, tandis que si 
votre facteur voltage est diminué et 
que le facteur Milliampére ou Temps 
est correspondamment augmenté votre 
contraste sera augmenté. 


Milliampére; A mesure que le fac- 
teur Milliampére est augmenté et le 


facteur voltage diminué le contraste 
sera augmenté. Donc a mesure que le 
facteur Milliampére est diminué le fac- 
teur voltage est augmenté le contraste 
sera diminué. Les écrans renfor¢ateurs 
accroient sensiblement le contraste, le 
Bucky empéche un fort pourcentage de 
la radiation secondaire d’atteindre la 
pellicule donc le contraste est aug- 
umente. 


Densité. Nous entendons par densité 
une tendance générale d’une pellicule 


d’avoir pour apparence plusclair et plus 
foncé. Ex; Un radiographie des pou- 
mons ne peut étre de la méme densité 
qu’une radiographie de la colonne ver- 
tébrale. Mais il est a remarqué que, 
en fait de densité (chez-nous ce qui 
nous guide c’est la mesure), la mesure 
du patient prise au moyen d’une régle 
centimétre nous donne l’épaisseur et 
d’aprés cette épaisseur nous réferrons 
au kilovolt que donne notre carte tech- 
nique d’aprés la calibration de notre 
machine. I] ne faut pas oublié aussi 
de se rendre au désir de notre radio- 
logiste, que si celui-ci désire que radio- 
graphie avec plus de densité il faut la 
lui faire ainsi que s’il la désire plus 
Pale il faudra lui mettre moins de 
densité, mais toujours il faut retenir 
la valeur diagnostique. Les facteurs qui 
sont employés pour contr6ler la densité, 
sont let facteurs Temps, voltage et le 
temps de développement. 
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Temps; Le temps augente la den- 
sité, donc si vous diminuez le temps, 


vous diminuez la densité et il est recom- 
mendable d’augmenté le facteur temps 
lorsqu’un tube est employé a sa capa- 
cité de voltage. 


Voltage; Si augenter le facetur volt- 
age vous augmentez la densité et de 


diminuer le facteur voltage vous dimin- 
uez la densité. Il est recommandable 
d’employé ce dernier pour contrdéler la 
densité lorsque votre malade est porté 
a bougé, mais toujours il faut s’en tenir 
en sorte de la capacité de votre rotule, 
Le Milliampére est le centre du foyer 
n’est pas employé a cause des étroites 
limites des Milliampéres et des tubes 4 
plus petits centres de foyer. La radia- 
tion secondaire joue un grand rdéle dans 
la densité radiographique et elle peut 
étre éliminée en se servant du dia- 
phragme Potter Bucky. Si le temps de 
développement est plus long vous aug- 
mentez aussi la densité, mais il n’est 
pas recommandable de le faire 4 moins 
qu’il ne s’agisse d’une pellicule sur-ex- 
posée. En abrégeant le temps de dé- 
veloppement dans ce cas une densité 
plus convenable peut étre obtenue. II 
y a aussi la température de la solution 
qui doit étre contréler et bien fixée 
avant de procéder au daveloppement de 
la pellicule. 


Pour terminer il me fait plaisir de 
vous mettre au courant de deux nou- 
velles techniques que nous avons pra- 
tiquées depuisquelque temps dans notre 
laboratoire. C’est la technique de la 
colonne au fil d’aplomb, et celle de I’ar- 
tériographie. Voici comment nous pro- 
cédons rachis de face le patient est posé 
debout devant l’écran. Un fil aplomb 
imbibé d’une préparation radio-opaque 
*nous nous servons de sulfate de bar 


ium; est fixé derriére le patient a par- 
tir du milieu de l’occiput .Le patient 
se tient dans sa position habituelle et 
on fait deux expositions. 1- La premiére 
centrée sur dixiéme dorsale (colonne 
cervico-dorsale). 2- La deuxiéme sur 
la troisiéme lombaire (bassin et colonne 
lombaire). Les deux radios sont super- 
posés de facon a avoir une image aussi 
exacte que possible de tout le rachis. 
Si le patient n’a pas changé de position 
entre la premiére et la deuxiéme expo- 
sition, nous obtenons une image exacte 
des courbures du rachis et de la posi- 
tion du bassin en position de charge. 
En méme temps nous avons un point 
de repaire constant vertical, c’est-a- 
dire le fil aplomb, pour mesurer les 
déformations et comparer les différents 
changementsqui surviennent au cours 
de l’avolution de la maladie ou aprés 
le traitement. Ce-la permet d’obtenir 
le méme résultat qu’une radiographie 
(14 x 36) qui exige une cassette et un 
bain spécial. 


Artériographie est la visualisation 
sur un film radiographique des arbor- 


escences artérielles tronculaires et péri- 
phériques par intermédiaire d’un 
milieu opaque aux rayons X. Son appli- 
cation s’étend a plusieurs sigments de 
lorganisme dont le crane, les vessie 
et les membres. Ces derniers sont les 
seuls qui nous intéressent et c’est a eux 
que nous acons arrété nos activités. 


L’artériographie est indiquée chaque 
fois qu’il y a lieu de soup¢onner ches un 
malade des troubles vasculaires se pré- 
sentant sous forme de crampes aux mol- 
lets, de claudication intermittente, de 
troubles périphériques douloureux, de 
gangrénes plaques, d’onyxis infectés et 
récalcitrants, d’accidents gangréneux, 
d’oedémes phlébitiques. 
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LES FONDAMENTALES RADIOGRAPHIQUE 


Technique; L’intervention se pra- 
tique facilement en autant que I’on pos- 


séde un bon équipement et des assist- 
ants habitués. 


Le matériel comprend l’appareil Gen- 
tille servant de réservoir et de pompe 
compressive avec ses accessoires; un 
trocart de 9mm, un rayon X avec une 
ou deux cassettes selon le cas, une table 
mobile et un chronométre. Dans tous 
nos cas, nous avons ponctionné l’artére 
par voie trans-cutanée aprés anesthésie 
locale. La ponction se fait a la racine 
de la fémorale sous Il’arcade crurale. 


L’artére est soigneusement répérée 
par ses battement et maintenus entre 
deux doigts. Lorsqu’elle est traversée, 
un jet artériel rythmique déborde a 
laiguille. L’appareil est alors préparé 
par un assistant. On mélange 25cc de 
Thorotrast a 10cc de sérum physiolo- 
gique, ce qui nous donne un surplus de 
liquide, permettant d’amorcer Il’appareil 


et d’éviter l’injection d’air sous pres- 
sion. La dose est fixée a 0.4 de cc par 
kilos de poids. La pression au cylindre 
est portée 41.2 A. Et le débit réglé a 
environ 2 cc par seconde. 


Il faut 10 a 16 secondes pour injecter 
les artérioles de cuisse, 20 4 24 secondes 
pour injecter le pied. 


Le cliché est tiré vers la 10iéme 


* seconde, alors que l’injection n’est pas 


encore terminée. Si nous prenons un 
fil, de jambe et de pied, on le prend 
vers 22 secondes du débit de l’injection. 


On n’emploie pas de Bucky, le film 
est pris a 30 pouces a 20 Milliampéres 
temps 14 seconde. Le K.V. est augenté 
de 10 sur la mesure du membre. Ex; 
50 K.V. donnerait 60. 


Le patient est en décubitus, le mem- 
bre en rotation externe et légérement 
fléchi a la cuisse et au genou. Le pied 
appuyant par son bord externe. 


The Radiographer 


(with humble apologies to Scott) 


Is there a radiographer with soul so dead 
Who never to himself hath said: 
Radiography is no work for me, 

Oh, how I wish that I were free? 
Whose feet have ne’er within him burned, 
As home from work they sadly turned 
From walking with a steady tread 
From patients’ feet up to their head: 
Carrying cassettes from there to here, 
Telling patients “Have no fear, 

Take a deep breath; hold it now, 
Nothing to it, you'll allow.” 

But is there a radiographer who would 
Give up radiography if he could? 
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Care of Patient During Irradiation Therapy 


By ALICIA McDONALD, R.T. 
Royal Victoria Hospital, Montreal, Que. 


Preparing the patient mentally, phy- 
sically and hygienically is a procedure 
precedent to actual treatment by irra- 
diation. Patients who receive treat- 
ment with x-rays require, in addition 
to the customary care afforded the sick, 
special attention because of the condi- 
tion of the disease and the method of 
therapy employed. The psychological 
approach of the technician toward the 
patient is a highly important factor. 
Diseases requiring x-ray therapy are 
usually so prolonged, wasting and 
agonizing, that the morale of the pa- 
tient is often most difficult to maintain. 
It is necessary and understandable, 
therefore, that the technician who at- 
tends these patients must possess a 
definite technique of mental hygiene. 
She must be a person of cheerful tem- 
perament, sympathetic and understand- 
ing, and emotionally stable. She must 
be able to inspire her patients with the 
feeling that their condition is curable 
and that they are on the road to health. 

It is necessary for the technician to 
acquaint herself with the condition 
present, extent of the lesion, presence 
or absence of associated conditions, 
general condition of the patient and his 
ability to withstand the treatment cort- 
templated. The latter is quite import- 
ant, because, should the planned treat- 
ment produce an adverse change in the 
physical aspect of the patient, he must 
be informed in advance, of the conse- 
quences of the treatment and especially 
should this be borne in mind when 
treatment is in the region of the head, 
face and neck. Obtaining written con- 
sent from the patient for the necessary 


irradiation is a prudent procedure be- 
fore treatment is commenced. 

Radiation sickness is often disagree- 
able and annoying during or following 
treatment and at times even compels 
complete cessation. Radiation sickness 
may be explained as due to absorption 
of broken down protein tumor tissue, 
eccurring when too rapid and intense 
a dose is administered to a definitely 
radiosensitive tumor. It may occur 
more intensely following operative pro- 
cedures. Odors, especially in the x-ray 
rooms, may often incite radiation sick- 
ness. Sometimes, the sickness develop- 
ing with or following irradiation is dis- 
tinctly neurotic or psychic and such 
conditions call for much patience and 
ingenuity in controlling the individual 
under treatment. Copious quantities 
of citric fruit juices and small amounts 
of sedatives often relieve radiation sick- 
ness. The patient should have regu- 
lated bowel hygiene and in short, the 
observance of the general rules of 
bodily hygiene is essential. 

In irradiation of the mucous mem- 
brane of the mouth and throat, the 
mouth becomes dry and the saliva thick 
and mucoid, due to depression of the 
salivary glands. The mouth should be 
methodically cleansed with alternate 
weak saline and hydrogen peroxide 
washes. The use of sherry and port 
wine, ale or porter as aids to digestion, 
fluid intake and morale of the patient 
is highly recommended. 

The use of soap over the areas of 
treated skin should be prohibited until 
the complete recovery of skin has been 
accomplished and then only certain 


IRRADIATION THERAPY 


specified soaps. Heat in any form 
should not be used and ointments 
should not be applied except under the 
direction of the Radiologist. Dryness 
is essential and powdered boracic acid 
or borated talcum is recommended as 
the best dressing for treated skin. After 
treatment, the patient should have rest ; 
rest is essential for the preservation of 
his strength. 

In conclusion, the technician should 
create in the patient, a general attitude 
of hopefulness. Healing following ir- 
radiation requires a long time and the 
convalescent must be helped to keep up 
his courage and his patience. It is in 
this field of activity that the technician 
finds greatest scope for her best efforts. 
The Radiologist looks to her for aid 
and she must work with him for the 
benefit of the patient. She must, of 
necessity, spend more time with the 
patient than any other member of the 
department. Her contact with the pa- 
tient will determine, to a great degree, 
his reaction to treatment. The fact 
that so much depends on this contact 
places a great responsibility on the 
technician. The knowledge that we 
are making even a small part of some- 
one’s life a little easier to bear, should 
more than repay us for our efforts. 


“P. P.G.”——An Appreciation 


We regret to announce the retire- 
ment of Mr. Percy Ghent from the 
Editorial Staff of The Focal Spot. Mr. 
Ghent was Editor of The Ontario 
Radiographer for the four years of its 
existence and consented to give us the 
benefit of his experience in launching 
The Focal Spot, with the understand- 
ing that he did not wish to remain per- 
manently. 
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In addition to his radiographic ac- 
tivities covering a period of over 30 
years, Mr. Ghent leans strongly to- 
wards a literary career in what little 
spare time his professional duties leave 
him. He is a member of the Canadian 
Authors’ Association, and has written 
several books, amongst them being 
“Roentgen, a Brief Biography,” a sou- 
venir edition of which was given to 
members of the Radiological Society 
of North America on the occasion of 
their convention in Toronto in 1929. 

Those of us who were present at the 
First Annual Convention of the On- 
tario Society of Radiographers will re- 
member an interesting little volume re- 
counting human and amusing incidents 
encountered in the x-ray department, 
which Mr. Ghent produced at his own 
expense and gave to all the members 
present as an attractive memento of 
the first birthday of the infant society. 

He contributes a bi-weekly article to 
a Toronto evening newspaper under 
the heading of The Spotlight. He is 
also an enthusiastic collector of first 
editions and other early volumes deal- 
ing with Canadiana. 

All of which adds up to the fact that 
Mr. Ghent now feels that he would like 
to have more leisure to indulge in his 
hobby, and we must admit that he has 
done his share towards his fellow tech- 
nicians and done it well. Incidentally, 
he is unaware of the insertion of this 
eulogy, and, if he did know of it, he is 
so modest that it would never get into 
print, but would reduce itself to some- 
thing like the three-line biography un- 
der Life Memberships in the first issue 
of The Focal Spot. 

We are very sorry to lose him, but 
we know that we will still be able to 
draw upon his valuable experience 
when necessary. 
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Relation of X-Ray Screens to the Development 
of Radiology 


By FREDERIC W. REUTER 
E. I. Du Pont de Nemours & Co., Towanda, Pa. 


An x-ray screen consists of a non- 
absorbing base such as cardboard upon 
which is coated a phosphor or lumines- 
cent chemical that has the property to 
absorb a portion of the invisible x-radi- 
ation and convert it into other forms of 
radiation, chiefly in the visible spec- 
trum. Prior to the discovery of x-rays, 
the ability of certain substances to 
fluoresce under the action of various 
types of light was a well known phe- 
nomenon. 


The phenomena of the vacuum tube 
or what was commonly known as 
Crookes tube were under intensive in- 
vestigation by many physicists, among 


whom was William Conrad Roentgen. 


In connection with his work, he had 
coated a card with crystalline barium 
platino cyanide known to fluoresce to 
invisible rays of the spectrum and, al- 
though not known by that name, he 
actually had made a crude fluoroscopic 
screen. Thus, a fluoroscopic screen ac- 
tually predated the discovery of x-rays 
for in 1895 during an experiment in 
searching for invisible radiation he ob- 
served the crystals, or screen, glow 
when he energized the Crookes tube, 
even though an opaque substance was 
interposed between the tube and the 
screen. For lack of a better name, he 
called this unusual radiation “x-rays.” 
Therefore, screens are intimately asso- 
ciated with x-rays from their first dis- 
covery. 


Fluoroscopic Screens 


An e‘ficient fluoroscopic screen is 
dependent on many things, chiefly on 
the type and quality of the phosphor, 
the ability to prepare this phosphor 
and properly apply it to a suitable 
carrying medium. Inasmuch as one 
might say that the fluoroscopic screen 
is the heart of a fluoroscopic unit, the 
practice of fluoroscopy was entirely de- 
pendent on the quality of the screen. 
This was not altogether true in the 
early stages of the development of 
fluoroscopy for the early development 
was probably retarded due to the inef- 
ficient x-ray generating apparatus and 
x-rays were first considered to be a 
laboratory phenomenon and unlikely to 
be of any important medical or com- 
mercial use. 


Early x-ray machines consisted either 
of a static type generator or a direct 
current spark coil with an electrolytic 
or mechanical make and break system. 
These machines had a very low power 
output and, inasmuch as the brilliance 
of a screen is proportional to the 
amount of energy striking it, fluoro- 
scopy was limited to the extremities 
and the thinner parts of the anatomy. 

As stated previously, the first fluoro- 
scopic screen was made of crystalline 
barium platino cyanide. This is a com- 
plex compound and the crystal con- 
tains water of crystallization. Although 
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quite brilliant when freshly made, the 
water in the crystal was loosely held 
and the presence of heat or an unusu- 
ally dry atmosphere was likely to drive 
off the water content, thus destroying 
the crystal. Because the amorphous 
salt is not fluorescent, the screen was 
in a continual state of decay, going 
from a point of maximum brilliance 
when new, to a point where it was prac- 
tically dead after all the water had 
been lost. This was recognized and 
many of the early barium platino cya- 
nide screens were made with paraffin 
carrier to hold the water content. A 
further drawback was that continuous 
bombardment of barium platino cya- 
nide by x-rays causes it to change into 
an insensitive modification of the salt. 


Later, another luminescent chemical 
or phosphor known as Willemite was 
discovered. This appeared as a natural 
mineral but it was difficult to segregate 
the luminescent particles from the 
gangue or inert particles and, further- 
more, the synthetically made material 
was not as efficient as the natural Wil- 
lemite. While the synthetic material 
was free from inert particles, it did 
have a very bad afterglow or lag which 
destroyed its usefulness as a fluoro- 
scopic screen. 


By 1908 x-ray apparatus was de- 
veloped capable of producing x-rays at 
high kilo-voltages and milleamperage. 
At that time, the barium platino cya- 
nide screen was the accepted type and 
its construction had been very mate- 
rially improved. However, because of 
the deficiencies previously cited, 
namely the deterioration of the screen, 
fluoroscopy was uncertain. The color 
and brilliancy of the fluorescent image 
was continually changing and, there- 
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fore, the ability of the roentgenologist 
to observe the body processes was very 
much hampered. 


It is interesting to note here that Dr. 
Willis F. Manges of Philadelphia had 
become so discouraged with the deteri- 
oration of his barium platino cyanide 
fluoroscopic screens that he was using 
an intensifying screen for fluoroscopy. 
This, in spite of the fact that the blue 
fluorescence of this screen was in a 
range at which the eye is least sensi- 
tive and this required long periods for 
accommodation of his eyes and a very 
considerable strain in order to observe 
the fluorescent image. 


The discovery of a new fluoroscopic 
screen by Carl V. S. Patterson of To- 
wanda, Pa., in 1914, was very oppor- 
tune. The cadmium tungstate used 
in the Patterson Screen was not af- 
fected by heat, light or the continuous 
bombardment of x-rays. Furthermore, 
and this was very important, the screen 
had absolutely no afterglow or lag. 


Although this screen fluoresced with 
a blue-green color and was actually 
not quite as brilliant as the barium pla- 
tino cyanide screen without absorption, 
under actual operation the quality of 
the fluorescence was very similar. 
This screen gave consistent and uni- 
form results and because of its duplica- 
tion of images, the roentgenologists 
were not bothered by varied colors and 
brilliancy, therefore, they became ac- 
customed to recognizing body proces- 
ses and pathological conditions. Fur- 
thermore, roentgenologists could dis- 
cuss and move from one laboratory to 
another in conference because the color 
and brilliance of their fluoroscopic 
screens were the same. 
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This type of screen was uniformly 
adopted throughout the entire world 
and a great stimulus was given the 
practice of fluoroscopy. The Patter- 
son Standard Screen continued to be 
the standard up until the year of 1933, 
at which time the Patterson Type B 
fluoroscopic screen was introduced. 


As previously explained, the fluor- 
escent light from the Patterson stand- 
ard fluoroscopic screen was in the blue- 
green range of the visible spectrum 
which is not the most sensitive range 
of the human eye and it would be very 
desirable if a brilliant chemical could 
be made in the yellow-green range. 
Zinc sulfide phosphors had been known 
for many years, they were very bril- 
liant but unfortunately had a very 
bright persistant afterglow. 


Messrs. Levy and West of London, 
England, discovered a new method of 
making this material which fluoresced 
in the desirable yellow-green range 
without lag or afterglow and it is from 
this material that the Patterson type B 
screen was made. 


The type B screen gave a new im- 
petus to fluoroscopy. It is very effi- 
cient in the conversion of the x-ray en- 
ergy into light and was from three to 
four times more brilliant than the 
screen then in use. Furthermore, this 
increased brilliance permitted the ro- 
entgenologist to operate with lower 
X-ray energies and improved the op- 
portunities for fluoroscopic diagnosis. 
The ability to fluoroscope at lower en- 
ergies was significant in that it means 
less exposure to x-rays for both the 
patient and radiologist. 


THE FOCAL SPOT 


Reflecting, we see that not only was 
a fluoroscopic screen intimately tied 
up with the discovery of x-rays but 
also the development to its present 
high efficient state has made possible 
the excellence of modern fluoroscopic 
diagnosis. 


It is well to mention here that flu- 
oroscopy is not limited to the medical 
science for to-day there are many in- 
dustrial applications. For example, the 
examination of packaged foods such as 
candy, canned goods and similar foods 
made in large quantities which are 
likely to be contaminated with foreign 
matter. One interesting application 
was the examination of oranges. In 
the year of a bad freeze in California, 
the only sure means of segregating 
frost-bitten oranges was through the 
medium of the fluoroscope and many 
thousands of dollars worth of fruit was 
saved by fluoroscopic examination. 


It is well known that flaws and for- 
eign material in wood, plastics and 
light metal castings can be determined 
by fluoroscopic examination. 


The application of fluoroscopy to the 
industrial field is under intensive ex- 
ploration at this time and it is reason- 
able to speculate that one day indus- 
trial fluoroscopy will be a very import- 
ant field. 


Up to now, the only source of the 
special phosphor for the type B screen 
has been located in a war zone. A new 
plant has been built at Towanda by 
du Pont to manufacture Levy-West 
sulfides. This will assure the United 
Nations of an adequate supply, should 
disaster overtake the original source. 
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Intensifying Screens 


The qualification of a radiograph is 
that it shall be of sufficient density 
and clarity to provide a medium for 
correct diagnosis. In the following, 
the relation of intensifying screens to- 


ward obtaining this end will be dis- 
cussed. 


As was stated earlier in this paper, 
it was first believed that x-rays would 
not be of any practical use. While a 
radiograph of a hand was made in sev- 
eral minutes, the quality left a lot to 
be desired. It must be remembered 
that the first apparatus was very primi- 
tive; however the possibilities of med- 
ical application were great and imme- 
diate investigation of the various 


factors controlling a radiograph was 
begun. 


To produce a perfect radiograph 
there are certain conditions that must 
be met. Sufficient x-ray energy must 
strike the negative to give the desired 
density in a period of time that will 
arrest motion. 


Early generating apparatus was low 
powered, the type of the tube was inef- 
ficient and photographic plates none 
too good. One of the first problems 
was to discover a means whereby the 
duration of the exposure could be 
shortened. 


Very soon after the discovery of x- 
rays, some brilliant mind conceived an 
idea that would shorten exposure time. 
Although x-rays will expose a negative, 
only a very small portion of the radi- 
ation striking the negative is absorbed 
by the photographic emulsion and the 
balance passes through and is lost. It 
was proposed to coat a cardboard with 
a phosphor which fluoresced under the 


action of x-rays in the blue range, for 
it was known that photographic emul- 
sions were most sensitive to that color 
of light. This was placed in contact 
with the plate and the light given out 
during the exposure assisted in the 


formation of the latent image. This 
was the beginning of intensifying 
screens. 


It was discovered early that calcium 
tungstate fluoresced to x-rays with the 
desired blue color and it is interesting 
to note that this same material in a 
greatly improved form is used to-day 
in intensifying screens. 


The first screens were very crude. 
While the basic idea was good, the im- 
portance of the proper type of binder 
and the necessity of a uniform layer 
of chemical was not realized. Thus, 
early screen radiographs had a charac- 
teristic mottled appearance. 


Early screens were made of natural 
Sheelite, the native form of calcium 
tungstate and, because of the poor sep- 
aration of the useful material from the 
gangue, there was much inert material 
in the screens. Early attempts to syn- 
thesize calcium tungstate were not very 
successful. The crystals were poorly 
shaped, large and very uneven in size 
and, therefore, the negatives were very 
grainy. While the synthetic calcium 
tungstate was quite free from inert 
particles, no method was known to con- 
trol the afterglow or lag. One of the 
early books stated that because of the 
afterglow, several minutes must elapse 
before a second exposure could be made 
with the same screen. Nevertheless, 


and in spite of all these handicaps, 
screens were a necessary evil for, other- 
wise, exposures of heavy body parts 
could not be made. 
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THE FOCAL SPOT 


Considerable work was done to de- 
velop a more satisfactory intensifying 
screen but up until about 1916 they 
still had the characteristic grain, the 
speed varied one from the other and 
it was always possible to identify a 
screen plate. The first American in- 
tensifying screen that was quite satis- 
factory was made by Dr. H. Threlkeld 
Edwards and known as the “TE” 
screen. This screen was quite fast 
but it did produce grainy negatives 
and the screens varied greatly in speed 
one from the other. 


In 1916 Patterson produced an in- 
tensifying screen which had outstand- 
ing characteristics. While the screens 
were not as fast as the “TE” screens, 
they were uniform one from the other 
within reasonable limits and produced 
negatives which were remarkably free 
from grain. A very decided advantage 
was the elimination of afterglow or 
lag. This was an important step to- 
ward better radiology for detail was 
improved and it was the beginning of 
a standardized technique and the 
ability to consistently reproduce re- 
sults. 


Up until about this time, only glass 
plates and one screen was used. The 
intensification factor was low, averag- 
ing around six to ten. Ways and 
means of reducing exposure times were 
investigated and double screens were 
considered. While added speed was 
gained, detail was lost due to the dif- 
fusion of the fluorescent light by the 
glass base of the plate. 


The introduction by the Eastman 
Kodak Co. of the duplitized x-ray film 
made possible a new era in screen tech- 
nique. At this time, the Patterson 


combination of intensifying screens was 
introduced, using a thin front and a 
thick back screen. This new film- 
screen combination practically cut 
previous exposure times in half. 


There was still one very serious 
drawback to intensifying screens in 
that they did not have a protective 
surface and soon became dirty. It was 
necessary to use screens but keeping 
them clean was a problem. Each time 
a cassette is opened, a suction is cre- 
ated which draws in any dust or dirt 
in the vicinity and, unless cassettes 
were continually dusted out, these par- 
ticles soon became imbedded in the 
screen surface. Furthermore, screens 
were susceptible to finger marks and 
smears. Thus, they soon became spot- 
ted and dirty so that, unless a radio- 
graph was made from new screens, it 
always could be picked out because 
of these characteristic marks. The 
radiologist usually had to retain a 
mental picture of his screens so as not 
to confuse a dirt or smear mark with a 
pathological condition. 


The next important advance in the 
development of intensifying screens 
was the production of a cleanable 
screen by Patterson in 1921. With the 
advent of this type of screen, marked 
negatives became the exception rather 
than the rule. Not only was the whole 
tone of radiographs raised, but at the 
same time screen expense was lowered. 


While speed is the primary function 
of intensifying screens, contrast is a 
very important advantage. The flu- 
orescent light from screens causes prac- 
tically all of the blackening that oc- 
curs on a negative. At lower densities, 
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the slope of the sensitometric curve 
for exposures by light is much steeper 
than that of x-rays alone which ac- 
counts for the contrast observed in a 
screen negative. 


There is another important advant- 
age in the use of screens in that they 
minimize the effect of secondary radi- 
ation. This is true in radiography of 
all parts, but more observable in the 
heavier parts where more secondary is 
present. The response of calcium tung- 
state to the longer wave lengths of 
x-rays is very poor, however, as the 
kilo-voltage is increased, the intensifi- 
cation factor increases rapidly. Thus, 
when making a radiograph with 
screens where most of the latent im- 
age on the negative is formed by the 
fluorescent light from the screens, it is 
seen that the effect of secondary radia- 
tion which is composed of long wave 
lengths is minimized in favor of the 
shorter wave lengths of the primary 
beam to which the screen is more re- 
sponsive. Futhermore, the front screen 
acted in a certain capacity as a filter 
to remove some of the secondary radi- 
ation. 


Each improvement in the efficiency 
of films and screens was not neces- 
sarily used to shorten exposure times. 
The amount of energy passing through 
a tube is limited by the size of the 
focal spot. As the film-screen effi- 
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ciency rose, the amount of required en- 
ergy could be reduced and, in turn, a 
smaller focal spot could be used, re- 
sulting in finer rendition of detail. 


It is obvious that screens have had 
much to do with the widespread use 
of x-ray apparatus. To-day, the in- 
tensification factor is from 25 to 50, 
depending on the kilo-voltage, and it 
is apparent that if there were no 
screens available, in order to make com- 
parable radiographs, x-ray apparatus 
would have to be capable of generat- 
ing energies at least 25 times as great 
as the present day equipment. 


Economically, this would be a great 
drawback for then radiology would 
probably only be available in the 
larger institutions, whereas to-day the 
medical profession has the service of 
lower powered units in thousands of 
small communities. 


In this paper, I have attempted to 
briefly outline the evolution of flu- 
orescent screens and the part they have 
played in the development of fluoro- 
scopy and radiography — from the 
blurred image of a hand, requiring sev- 
eral minutes exposure and a research 
laboratory curiosity, to the modern 
radiograph of any part of the anatomy, 
rich in detail and contrast, produced 
in seconds and fractions thereof, and 
an indispensible branch of the medical 
profession. 
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So You Have to Prepare a Paper 


By VERNA THOMPSON, B.A., R.T. 


Some day, there will come to you, as 
they come to all of us, a member of 
the programme committee with a 
honeyed request for a paper for the 
next meeting. 


If, as is usually the case, you have 
been caught unawares, you frantically 
muil over in your mind the excuses 
you might get away with. 


You’ve no time. But that one won’t 
work because these days, everyone’s 
as busy as the proverbial hive of bees. 
And somebody has to do it. 


You don’t know enough. There’s an 
answer for that one, too. The pro- 
grame committee at least are convinced 
that you do or they wouldn’t have 
asked you at all. 


You simply can’t write things down, 
despite your vast knowledge, so that 
you get the information across to your 
audience. That’s a wobbly excuse that 
isn’t going to get you anywhere. Be- 
cause, anybody can prepare an ade- 
quate paper. 


We have it from the best authorities 
that all writing is 10% inspiration and 
90% perspiration or, as some put it, 
application of the seat of the pants to 
the seat of the chair. By applying a 
few simple rules, any technician can 
present a paper that will be both help- 
ful and interesting to any technician 
group. They don’t expect literary mas- 
terpieces from you anyway. 


In your hunt for excuses, you dis- 
card the hope that you'll break a leg 
or get smallpox just prior to the im- 
portant date and finally give up. So 


you accept the honour gracefully and 
dig in to get it over with. 

The raw materials for this all-im- 
portant masterpiece are: a little knowl- 
edge (you can get this from books) ; the 
ability to read and write; a little com- 
mon sense and a lot of hard work. 

Before giving you the simple rules 
previously mentioned, there are a few 
don’ts that must be dealt with because 
of your varying personalities. 


You may be the type of person who 
is tremendously impressed with your 
own knowledge of your work. The 
poor dumb-bells in front of you couldn’t 
understand the intricacies of your 
thoughts and information even when 
you condescend to cast before them 
your pearls of wisdom. They really 
are beneath your notice so you talk 
down to them. Your audience imme- 
diately becomes antagonistic. They 
simply shut their minds off and noth- 
ing you can say will penetrate. 


Or you may be the type that thinks 
you can get up on your feet and give 
an extemporaneous talk without any 
preparation whatsoever. In the first 
place, you will probably ramble all 
over and around your subject and talk 
far too long. You see, the number of 
people who can give that kind of a 
talk can be counted on the fingers of 
one hand. Most people who pretend 
to do it have spent many hours of hard 
work and practice in order to give that 
impression. Secondly, it’s an insult to 
your audience. By their invitation to 
you to speak, they have inferred that 
you have information worth listening 
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to. When you refuse to take the trou- 
ble to get your material into an accept- 
able form, you're inferring they are not 
worth bothering with. In this case, 
everybody gets mad. 

You could also be a timid soul who 
apologizes or back-tracks with every 
statement. This type of person is 
nerve-wracking to listen to. And be- 
sides, it’s much more interesting to be 
positive about the matter — and be 
wrong. You can hope that half of 
your audience at least, will not be 
listening carefully enough to realize 
you were wrong, and even if they do, 
it provides discussion material when 
you’re through. 


Or you may be a speaker addicted to 
what newspaper people call “Purple 
patches.” Flights of flowery oratory 
with involved sentence construction, 
sprinkled liberally with adjectives, 
filled with appeals to those good old 
political standbys of home, mother, our 
country, etc. References to which 
usually make your audience acutely un- 
comfortable during the parts of your 
speech, when they are not hopelessly 
bored. 


Then, there is the pest who sits down 
to prepare a paper with a medical dic- 
tionary in front of him, a Webster’s 
on one side and a Thesarus on the 
other. No ordinary language for him. 
Nothing will do but the most obtuse 
medical terms and five or six syllable 
words. His audience doesn’t even get 
a glimmering of what he’s talking about 
and cares less. 

A good guide for an inexperienced 
paper-preparer is to go over in your 
mind all the unpleasant and uninter- 
esting talks you have ever heard. Try 
to figure out why you objected so much 
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to them and then go and don’t do like- 
wise. 


Having disposed of a few of the 
don’ts, we'll get down to the actual busi- 
ness of preparing your particular paper. 
More don’ts will pop up as we ga along, 
but there’s no use concentrating on 
them too much. 


First, there’s your information. It 
may be in your head. If you’re not par- 
ticularly sure of yourself, get a book. 
Get a couple of books. Read what the 
authors have to say on the subject and 
make a few notes. Don’t lift sentences 
or paragraphs out of these works and 
incorporate them into your own. That’s 
called plagiarism unless you quote your 
sources. And quoting sources and ex- 
tracts tends to make your paper dry. 


You’ve read your books in order to 
have the material fresh in your mind. 
You see, the idea of presenting a paper 
is to get across to your fellow techni- 
cians an idea that you have had. It 
doesn’t need to be earth shaking or 
even deeply technical. It may be some- 
thing you’ve discovered from your own 
experience. You may have a new slant 
on it, or it may be the same old stuff 
doctored up so that your audience will 
find it interesting and understandable. 

It’s the method of presentation that 
does the trick. 


Consider, first of all, your audience. 
The average technician’s group will 
consist of two chief types with varying 
shades of knowledge and experience 
sandwiched in between. There’s Susie, 
the newcomer. She’s just learning x- 
ray work. She’s only been to a few 
technicians’ meetings. She probably 
knows the names of a few bones in the 
body. She’s still confused as to the 
difference between prone and supine. 


On the whole, she’s willing to learn, 


but it’s very easy to talk "way over her 
head. 


Then there’s Martha, who’s been do- 
ing x-ray work for more years than 
she’ll admit to. She’s been to so many 
technicians’ meetings that, to her, 
there’s nothing new under the sun. 
She’s bored when she comes and she ex- 
pects to be more bored before she goes 
home. 


Now, imagine yourself in a room 
with these two. You have your subject 
material and you have to get it across 
to them in such a way that neither one 
goes to sleep during the process. When 
you’ve caught Martha’s interest, you’re 
so far over Susie’s head that she yawns. 
When you’ve simplified your stuff suf- 
ficiently to have Susie following your 
every word breathlessly, Martha’s 
probably over in the corner having a 
lady-like forty winks. 


In other words, you have to run a 
two-ringed circus with only one attrac- 
tion. 


Concentrate first of all on your lan- 
guage. It’s supposed to be a means of 
communicating ideas to one another. 
To do this, you have to start with ideas 
and words already well known to your 
hearers. You build your new ideas on 
these. To our newcomers, our scien- 
tific and technical language sounds like 
so much double-talk. And we really 
don’t need to use it. I’m sure that our 
deeds are not so dark and dastardly that 
they need to be cloaked in a blanket of 
words, of technical terms, the meaning 
of which, if we were really honest, is 
not completely clear even to us. Then, 
too, short words and short sentences 
are more forceful and much easier to 
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understand. Susie, at least, will appre- 
ciate simple language from you. 

Now, spend a few days living with 
your material. Turn it over in your 
mind. Think of the possible ways you 
you might use to present it. 

Then make a plan. 

What do you think is the most im- 
portant thing in your material and 
why? Technicians, like most mortals, 
are inflicted with an insatiable curi- 
osity. Naturally, they like to know the 
various conditions for which certain 
types of x-rays are taken. Tell them. 


You might also arouse interest by 
mentioning freak things that sometimes 
appear on x-ray films, as when a tooth 
appears ‘way up in the antrum. Or 
use anecdotes, as the first time you 
took a picture of a child’s tooth and dis- 
covered with horror on development 
that you had a whole forest of teeth. 
You had a few unpleasant moments 
until you realized that you had also x- 
rayed the permanent teeth, lying in 
ambush, ready to push out the tempor- 
ary set, which were all that were visible 
from the surface. 

These are just examples that might 
catch the interest of your listeners. And 
that you must do in your first para- 
graph. 

Being a technician, ten chances to 
one you'll be talking about how to take 
a certain type of x-ray. So, outline 
that process step by step, simply and 
clearly. Then finish up with a brief 
mention of the result you hope to 
achieve and again why you want it. 

During every step of your prepara- 
tion, never forget your two types. Im- 
agine them in the room with you. Take 
each part of your paper and try to de- 
cide whether it will bore either or both 
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of them. You might even try talking 
it to them, provided, of course, you can 
find enough seclusion so the family 
doesn’t think you’ve gone insane. 


All that’s left to do now is to trans- 
fer your thinking and mental arranging 
on to paper. Remember, you must try 
to get your audience’s attention in your 
first paragraph. Use short words, short 
sentences. Make the whole thing con- 
versational. Try to wind up with a 
bang. Your audience is more apt to 
remember what you said in your final 
paragraph than in any of the rest of 
your paper. So make it good. 

For those of you who remember 
something of the English Grammar of 
your schooldays, use the Active Voice 
always in preference to the Passive. 
Cut your adjectives and adverbs to a 
minimum. If the words and construc- 
tions you use wouldn’t sound silly in 
conversation, they’ll do for your paper. 
Put in enough punctuation so you can 
read it without stumbling all over the 
place. 

Now, the job’s done. You read your 
masterpiece to your society. They like 
it. They suggest that you send it in 
to the magazine for publication. 


This presents a few new problems. 
You can get away with a lot more when 
you simply read a paper aloud than 
when you have it printed where it can 
be referred to again and again. Readers 
can always go back and check up on 
your statements. Hearers can’t. 


You, then, may have to “tighten up” 
your work a bit. Check it thoroughly 
for errors in information and reasoning. 
Add a bit more punctuation. 


Then type it, on one side of the paper 
only, double-space (it’s easier to read 
and to set in type) leaving a margin 
of about two inches on either side and 
at the top and bottom. That’s so the 
proofreaders have room to put in all 
their queer marks, indicating omis- 
sions, errors in spelling and so on. Use 
a good quality of bond paper about 81% 
by 11 inches in size. Typing on good 
quality paper is easier to read. 

Always make a carbon copy. Acci- 
dents sometimes happen and you don’t 
want your masterpiece irrevocably lost 
in the mails. 

Be sure to have your pages num- 
bered clearly and correctly. Fasten 
them together with proper paper fast- 
eners. Some editors like those things 
with heads like tacks, but whose tips 
are divided so that after they are forced 
through the manuscript, the two ends 
bend back holding the paper firmly. 
Pins sometimes scratch and annoy edi- 
tors and paper clips have a habit of 
slipping off at just the wrong moment. 


Mail it in a good sized envelope so 
you don’t have to fold it too many 
times. And mail it well in advance of 
your publication date. Then, all you 
have to do is sit back and wait for the 
issue of the magazine to bask in the 
adulation of your friends. 
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BRITISH COLUMBIA SOCIETY 
OF X-RAY TECHNICIANS 


The last meeting of the B. C. Society 
was held at St. Paul’s Hospital on Wed- 
nesday, June 28th. About twenty at- 
tended and a short meeting was held, 
followed by refreshments. The next 
meeting will be held some time in Sep- 
tember. 

Mrs. McLeod, née Marjorie Stordy, 
formerly of Shaughnessy Hospital, has 
left to join her husband at an up- 
country station. 


Jerry Samchanko, recently returned 
from overseas, has been discharged 
from the R.C.A.M.C., and is now em- 
ployed in the x-ray department at 
Shaughnessy. 

Miss M. Gates, x-ray department, St. 
Paul’s Hospital, recently underwent a 
successful tonsilectomy and is again 
feeling fit. 

Mr. Jack Edwards, x-ray technician, 
Vancouver General Hospital, who has 
been seriously ill for some time, is 
slowly progressing, but will be a few 
months convalescing before returning 
to duty. 

Happy holidays to all who are away 
and to all who are still looking forward 


to them. W. Q. STIRLING, 
President. 


On the evening of July 7th, 1944, 
Miss Claribel McCorquodale, R.N., 
Head Supervisor of the Nursing Staff 
of the Department of Radiology of the 
Toronto General Hospital, addressed a 
meeting in the auditorium of the 
Nurses’ Home of The Royal Jubilee 
Hospital, Victoria, British Columbia. 

Miss McCorquodale spoke on the re- 
lationship between the Nursing profes- 
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sion and the various problems and op- 
portunities in the hightly specialized 
field of Radiology. Her own training 
and experience enabled her to speak 
with authority and she held the inter- 
est of her audience throughout. Her 
address was illustrated by two reels of 
movie films prepared in the Depart- 
ment of Radiology of her own hospital. 
In this presentation a short dramatiza- 
tion of the discovery of x-rays by Pro- 
fessor Roentgen was followed by ani- 
mated drawings of certain diagnostic 
procedures and a demonstration of the 
nurse’s responsibility in the application 
of modern knowledge in radiation ther- 
apy including Supervoltage, Radium 
and Teleradium. Miss McCorquodale, 
remembering the old Chinese proverb 
that “A picture is worth ten thousand 
words,” used her films very effectively. 

While the address was intended pri- 
marily for the student nurses, the 
nursing staff of all hospitals in the 
community — both civil and military 
— were invited, as well as the Graduate 
Nurses’ Association. Several members 
of the medical profession were also 
present. 

The meeting was presided over by 
Miss Susan Porritt, R.N., Assistant 
Director of Nursing of the Royal Jubi- 
lee Hospital, and the speaker was in- 
troduced by Dr. H. H. Murphy, a 
Director of the Department of Radi- 
ology. Miss M. McEwen, represent- 
ative of the Students’ Council, extended 
to Miss McCorquodale the thanks of 
the students. 

The musical programme was fur- 
nished by Miss Mack, a member of the 
student body. 


MARGARET G. PATERSON, 
Sub-Editor. 
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MANITOBA SOCIETY 
OF X-RAY TECHNICIANS 


At the May meeting of the Manitoba 
Society of X-ray Technicians, Dr. H. 
Funk of the MacKinnon Orthopaedic 
Clinic discussed the value of x-rays in 
Orthopaedic surgery. He explained 
clearly and concisely the need for types 
of x-rays outside ordinary routine pro- 
cedure in various orthopaedic condi- 
tions. His talk was of great interest 
and benefit to all present. 

At the business meeting that fol- 
lowed, plans for the Convention were 
discussed and further arrangements 
were made. 

The new curriculum for Manitoba 
was discussed and the forms for ap- 
plication to write the examination, 
closely modelled on those of the Ameri- 
can Registry, were presented. 

Plans for frequent meetings during 
the summer months of the committees 
in charge of the Convention were made. 

WM. DOERN, President. 


NEW BRUNSWICK SOCIETY 
OF X-RAY TECHNICIANS 


The regular meeting of the New 
Brunswick Society of X-Ray Techni- 
cians was held on the 25th of May, 
1944, at Lancaster Hospital, West Saint 
John. The President, Miss Catherine 
Handrahan, was in the chair and the 
usual business session was held. In 
order to coincide with the Maritime 
Hospital Association Convention, 
which is to be held in Saint John, from 
June 21 to 238, and in order to make 
more of our “out-of-town” members 
available for our annual meeting, it 
was moved and seconded that the date 
and place of our annual meeting be 
changed to take place in St. John on 
the evening of June 22nd. Our guest 
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speaker for the evening was Dr. J. K. 
Sullivan, specialist in Urology. Dr. 
Sullivan gave our Society a very inter- 
esting and enlightening lecture on 
renal pyelography, accompanying his 
lecture with moving pictures of x-ray 
films on significant and rare cases. Re- 
freshments were served at the close of 
the meeting under the convenorship of 
Miss Marjorie McNabb. There were 11 
members and 4 guests present. 

Mr. Russell Morse, assistant tech- 
nician at the County Hespital, was 
married recently. Mr. Morse also de- 
cided he would have to forego attend- 
ing the Society’s annual dinner, as he 
expected to go on his honeymoon that 
week. He has the sincere congratula- 
tions of our Society. 


As yet, no news items have been for- 
warded to the sub-editor from our 
Northern Section. We realize how busy 
everyone is during these times, but we 
would so much like to know what is 
going on in our Northern Provinces. 


Miss Handrahan, our President, is 
spending her vacation at her home in 
Prince Edward Island. Through no 
fault of hers, our Annual Dinner and 
Meeting will be held during her ab- 
sence, and she will be greatly missed 
as Chairman for the evening. 


Weare hoping to have a good Annual 
Meeting this year. A splendid pro- 
gram is being prepared and large at- 
tendance is expected. 


A great privilege was given to the 
N. B. Society of X-Ray Technicians 
when an invitation was extended from 
the Secretary of the Maritime Hospital 
Association, for the Society to attend 
their banquet, being held in the Ad- 
miral Beatty Hotel, Saint John, on 
June 21st. 


MARGARET L. GRANT, 
-; Sub-Editor. 
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NOVA SCOTIA 
SOCIETY OF RADIOGRAPHERS 


Address of the President, N.S.S.R. 
Sister Mary David 
Mr. Chairman and Members of the 
Nova Scotia Society of Radiographers: 

It has been my privilege to hold the 
office of President of this Society 
for the past year. I take this oppor- 
tunity to express my sincere apprecia- 
tion for the co-operation of the Execu- 
tive Committee and the support the 
various members of the Society have 
given me. 

There are some points which I would 
like to lay before you this evening for 
your consideration. First, I wish to 
speak of the debt of gratitude we owe 
to the founders of this young organiza- 
tion. Three years ago a few of us 
gathered together for our first annual 
meeting. Due to the constant and per- 
severing efforts of those who first 
sponsored this movement, our number 
has gradually increased, which number, 
we hope to see further augmented, by 
the success of the candidates who are 
to present themselves for membership 
examination on Friday. The organizers 
of this Society, seeing here tonight this 
progressive and representative group 
as a result of their courage and initia- 
tive, must be gratified indeed. 

Mr. George Harrison, who received 
this evening the honour of Life Mem- 
bership, has given unstintingly and 
constantly of his time and services since 
the inauguration of the Society, and 
much of its progress is due to his wise 
guidance. 


During these past few years we 
have benefited greatly by Mr. Albert 
Perry’s wide experience in the field of 
radiography. Mr. Perry’s ability as an 
organizer and adviser has been out- 
standing, and as co-founder with Mr. 
Harrison, it gave us great pleasure to 
bestow on Mr. Perry also the honour 
of Life Membership. 

Due to the foresight of the Executive 
of the preceding years, we have ob- 
tained participation in the Canadian 
Society of Radiological Technicians. 
This affords us many advantages. To- 
night we shall discuss one of the great- 
est of these — reciprocity. Now, while 
the National Society confers on its 
Provincial units the benefits of its 
coast-to-coast breadth of interest and 
experience, we must remember never- 
theless, “A chain is as strong as its 
weakest link.” Therefore, we must en- 
deavour to make our contribution to 
the strength and solidarity of the larger 
group by developing our own resources. 
During this coming year, let us en- 
deavour to give our utmost support to 
our Society and let us show a praise- 
worthy loyalty, by our willingness to 
be members of a young, and as yet 
small, organization. Let each do all 
in his or her power to promote its wel- 
fare by regular attendance at meetings, 
taking part in the projects of the So- 
ciety, faithfulness to the payment of 
dues, contribution of leadership, or the 
equally valuable asset of active co-op- 
eration, and something we all can and 
should contribute — self-improvement, 
by individual study and the reading of 
current, professional literature. 

Our work is intimately connected 
with, in fact is a necessary corollary to 
the medical profession. For this rea- 
son should we not read THINK- 
INGLY such material occurring in 
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daily papers, periodicals and profes- 
sional magazines as is relative to that 
profession? 

In spite of the all-absorbing inter- 
ests of war, medicine is to-day the topic 
of national discussion. Since this is so, 
let us keep well informed on these mat- 
ters, that we may know where we our- 
selves stand, and as opportunity per- 
mits, diffuse the knowledge we have 
acquired, among those with whom we 
come in contact. Let each do his or 
her part to help develop a THINK- 
ING public, so that posterity may not 
reap the consequences of present in- 
ertia. 

In closing, may I quote from the 
Journal of the American Society of 
X-ray Technicians: 

“The future belongs to those who 
prepare for it. Let us plan and build 
soundly and constantly, so that our 
Society will be ready for the days that 
lie ahead, and that those members who 
come after us will be grateful that such 
an organization was preserved for 
their benefit.” 


ANNUAL MEETING 

The Fourth Annual Meeting and Re- 
fresher Course of the Nova Scotia So- 
ciety of Radiographers was held at 
Halifax on May 17th to 19th. 

A most successful three-day session 
with a full and representative attend- 
ance was opened at the Halifax In- 
firmary by Dr. W. H. Eager, Wolfville, 
the recognized “father of radiology” in 
the province. 

This was followed by a talk by Dr. 
W. M. Roy, Radiologist at the Halifax 
Infirmary, who spoke on “The Four 
Prime Factors of Radiography.” 

The afternoon session at Victoria 
General Hospital was opened by Sur- 
geon Lieutenant-Commander David 
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Mitchell, Consultant Urologist, R.C.N. 
Hospital, Halifax, with a paper on “In- 


travenous and Retrograde Pyelo- 
graphy.” Mr. M. N. Hurst, Victoria 
General Hospital, spoke on “The 


Shoulder Girdle”; Dr. S. R. Johnston, 
Radiologist Victoria General Hospital, 
followed with an interesting talk and 
the afternoon session concluded with 
“Care of the X-ray Tube” by Mr. E. H. 
Hollingum, General Electric X-Ray 
Corporation. At the dinner at the 
Nova Scotian Hotel in the evening Sur- 
geon Commander Wendall Macleod, 
Consultant in Internal Medicine, R.C. 
N. Hospital, Halifax, addressed the 
members on “Health Insurance.” Com- 
paring the systems adopted in other 
countries with that proposed for Can- 
ada, he stressed the point that health 
insurance should not be confused with 
state medicine. 


During the Annual Business Meet- 
ing following the dinner, Life Member- 
ships were awarded to Mr. Albert 
Perry and Mr. G. E. Harrison in recog- 
nition of their long and arduous work 
in the interests of the Society. 


On Thursday the sessions continued 
at Halifax Infirmary. Papers were 
given by Mr. Albert Perry, Camp Hill 
Hospital, Halifax, on “The Spine”; by 
Mr. G. Harris, Nova Scotia Sanatori- 
um, Kentville, on “Pulmonary T.B.”; 
and by Mr. J. F. Neale, R.C.N. Hos- 
pital, Halifax, on “Non-Screen Film.” 
The afternoon session was held at the 
Naval Hospital, when Surgeon Lieut.- 
Commander Jean Bouchard spoke on 
“X-Ray Physics”; Surgeon Lieut.- 
Commander C. E. Vaughan on “Pla- 
centagrams,” and Mr. J. F. Neale on 
“Skull and Sinuses.” 


On Friday the proceedings were held 
at Halifax Infirmary and papers were 
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given by Mr. Albert Perry on “Ex- 
tremities” and by Sister Mary David, 
Halifax Infirmary, on “The Optic 
Foramen.” In the afternoon the staff 
of the x-ray department, Halifax In- 
firmary, put on a demonstration of 
work on the “Gastro-Intestinal Tract” 
and “Gall Bladder” and the proceedings 
concluded with a Round Table Discus- 
sion and Question Box under the chair- 
manship of Mr. E. H. Hollingum. 
While these meetings were in pro- 
gress, eight student members were 
writing examinations for full member- 


ship and their names appear elsewhere 
in this column. 


Officers of the Society re-elected for 
1944-1945 are as follows: 


President, SISTER MARY DAVID, 
Halifax Infirmary. 

Vice-President, NORMAN HURST, 
Victoria General Hospital. 

2nd Vice-President, SISTER EVARISTUS, 
St. Joseph’s Hospital, Glace Bay. 

Sec’y-Treas, MURDOCH McLEAN, 
Camp Hill Hospital. 

Prov. Sub-Editor, A. PERRY, 
Camp Hill Hospital. 

Regional Sub-Editor, SISTER EVARISTUS 
Glace Bay. 

Registrar, MRS. HYLAND. 

Executive, MISS M. GILLIES, G. G. 
HARRIS and G. E. HARRISON. 


We take pleasure in welcoming to 
full membership the following students 
who were successful in the examina- 
tions held on May 19th, 1944, 


MISS MARY BRENNAN, 

Halifax Infirmary, Halifax, N.S. 

MR. MURRAY CLARKE, 

Harbour View Hospital, Sydney Mines, C.B. 
MISS E. DENNISON, L/W., 

Royal Canadian Naval Hospital, Halifax, N.S. 
MISS THELMA EVANS, 

Hamilton Memorial Hospital, North Sydney, 
MISS NEVA HARLEY, 

Halifax Infirmary, Halifax, N.S. 

SGT. J. A. LOWE, 

Halifax Military Hospital, Halifax, N.S. 
MISS CLAIRE McGRATTON, 

St. Joseph’s Hospital, Glace Bay, C.B. 
P/O. GUY W. STANFORD, 

Royal Canadian Naval Hospital, Halifax, N.S. 


A. PERRY, Sub-Editor. 


CAPE BRETON SECTION 


On Monday evening, May 29th, the 
closing meeting of the season was held 
at the residence of Dr. H. R. Corbett, 
Radiologist, which proved to be one of 
the most enjoyable of the year. 


In addition to the attending of the 
business of the Section, the meeting 
afforded a last getting together of the 
members. 


The main topic for discussion was the 
“Refresher Course” which was held in 
Halifax. The returning members for 
the Cape Breton Section gave a full 


account of the various subjects under 
discussion. 


The members’ opinion was that it 
was a splendid opportunity for those 
who were able to attend. The lectures 
and demonstrations that were deliv- 
ered during the course were indeed 
profitable and the account given proved 
not only interesting but beneficial to 
the other members. 


It was agreed upon that an invitation 
be extended to the Nova Scotia Society 
to have the next Refresher Course held 
in the Cape Breton Section. This, we 
feel, would be a splendid way of in- 
creasing the co-operation between the 
members. It was decided the journey 
would be most enjoyable for those 
memebrs attending if it could be held 
in the latter part of May or early in 
June, as at this time of the year the 
Cape Breton countryside is at its best. 


The meeting was closed most de- 
lightfully by the serving of refresh- 
ments by Mrs. Corbett. 


A vote of thanks was extended to 
Dr. and Mrs. Corbett. 


SISTER EVARISTUS, 
Sub-Editor. 


NEWS ITEMS FROM THE PROVINCES 


ONTARIO 
SOCIETY OF RADIOGRAPHERS 


ANNUAL MEETING 


The Ninth Annual Convention of the 
Ontario Society of Radiographers was 
held at the Royal York Hotel, Toronto, 
on June 3rd and 4th. The program was 
interesting and varied, including a 
luncheon and dinner, with technical 
papers in the morning and afternoon 
of both days. Dr. R. W. J. Borron, 
Radiologist for St. Joseph’s Hospital, 
Toronto, opened the meeting on Satur- 
day morning. The guest speaker at the 
luncheon was Wing Commander A. C. 
Singleton, Consulting Radiologist for 
D.M.S., R.C.A.F. The papers included 
an interesting illustrated talk on Pye- 
lography by Dr. R. A. McComb of the 
Department of Urology, Toronto Gen- 
eral Hospital; Radiographic Filtration 
by Mr. W. V. Roberts, Hamilton Sana- 
torium; Chest Surveys by E. J. 
O’Brien, Ontario Department of 
Health; and Standardized Chest Tech- 
nique with a Penetrometer by Mr. J. 
A. Ricciatti, Kirkland Lake. An inter- 
esting talk on Radiography of the Hip 
Joint, illustrated by Kodachrome slides 
of the skeletal parts involved and of 
the patient position, was given by Mr. 
K. E. Hall of the Victor X-Ray Corpor- 
ation of Canada. A comprehensive 
paper on Fluorescent and Intensifying 
Screens was given by Mr. F. W. Reuter 
of the Patterson Screen Division, Du- 
pont Company. A talk by Mr. H. L. 
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Thompson of Sarnia General Hospital 
revealed a most ingenious array of 
“Kinks and Gadgets” useful in the x- 
ray room. A Round Table Conference 
presided over by Mr. T. B. Hurst, To- 
ronto General Hospital, concluded the 
technical part of the program and pro- 
vided much instructive discussion. At 
the dinner about 100 members and 
friends were present. In addition to 
members from all parts of Ontario we 
were glad to have the opportunity of 
welcoming several visitors from New 
York State. The entertainment during 
and after the dinner, arranged by Mr. 
W. J. Parsons, Christie Street Military 
Hospital, was conceded to be the “best 
yet.” An informal dance was the climax 
of a very successful convention, upon 
which Mr. W. S. Page, President, is to 
be congratulated. 


It was with deep sorrow that the 
many technician friends of Mrs. Kath- 
leen Gunther heard of her death two 
months ago. Her even disposition en- 
deared her to all who knew her in 
Chatham and later in Toronto. She is 
survived by an infant son, and by her 
husband, to whom we extend our deep- 
est sympathy. 


The following student members suc- 
cessfully passed the spring examina- 
tions for full membership: 


MISS DORIS BROWN, 

Medical Arts Bldg., Ottawa. 
MRS. M. M. SHARPE, 

Nicholls Hospital, Peterborough. 
MISS M. E. LUCANO, 

St. Joseph’s Hospital, Peterborough. 


We are glad to welcome them as 
fully-fledged members. 


THE FOCAL SPOT 


The Secretary wishes to emphasize 
a point which has caused much heart 
burning in the past. Technicians not 
at present registered with the Society 
should not delay, as their period of 
training is reckoned from the time they 
make application for student member- 
ship and they lose valuable credit time 
by failing to write to the Secretary. 

Members expecting to go to the 
Canadian Society Convention at Win- 
nipeg in September are asked to notify 
the Secretary as soon as possible with 
a view to the possibility of arranging 
for reduced fares. 


QUEBEC SOCIETY 
OF X-RAY TECHNICIANS 

Our third annual meeting was held 
at the Homeopathic Hospital on May 
20th. We would like to express our 
most sincere thanks to Dr. Crawford, 
Radiologist, and to the Board of the 
Hospital for the use of their splendid 
facilities. Dr. Crawford has been most 
kind and generous to this society on 
every occasion we have approached 
him for help. 

Papers were presented by the fol- 
lowing technicians — Miss R. O’Hagan, 
Sister Therese Lea and also by Dr. 
Albert Jutras. Our guest speaker was 
Mrs. Mary Cameron of Hamilton, Ont. 
All of these technical presentations 
were well received and lively discus- 
sion periods followed each address. 

In the afternoon our annual business 
meeting was held and the following 
members were elected to office for the 
year 1944-45: 


President—Mr. Henry Simkins. 
Vice-President—Miss Jeanne Pigeon. 
Secretary—Miss Margaret O’Hara. 


Treas. Registrar—Miss Elizabeth 
Watson. 
Executive — Miss Gagne, Miss 


O’Hagan, Sister Camille de Jesus. 
Delegates—Sister Sion, Miss E. 
Watson. 


Following a general discussion it was 
decided to send two delegates instead 
of one to the Annual Meeting of the 
Canadian Society in Winnipeg. 


We adjourned to the Windsor Hotel 
for a very tasty dinner and get-together 
in the evening. Almost 100 technicians 
and radiologists were present. Dr. 
Carleton Pierce provoked a very in- 
teresting discussion on the subject 
“Educational Qualifications for Future 
Technicians.” 


This has been our most successful 
annual meeting. Much credit for its 
success is due to Mr. Henry Simkins 
and members of the executive who 
spent many hours preparing the tech- 
nical and other treats which we all 
enjoyed. 

Our thanks to Mr. Granger and Cana- 
dian Industries Limited, who donated 
the money for our programs. 


We would like to extend our con- 
gratulations to the following techni- 
cians who recently passed the examina- 
tions for active membership in the so- 
ciety: Sister St. Leonard de porte 
Marie, Sister Michel des Saints, Sister 
Aline de Jesus, Sister Judith Marie. 
Miss Marion Satterly, Miss Maureen 
Guthrie, Miss Lucienne de Begin, 
Miss Mariette Gagnon, Miss Eileen 
Catton, Miss Vivian Tetten, Mr. Albert 
Cheffins. Welcome, fellow members! 


F. DREISINGER, Sub-Editor. 
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THE FOCAL SPOT 


The Art of Getting Along 


Sooner or later, a man, if he is wise, 
discovers that life is a mixture of good 
days and bad, victory and defeat, give 
and take. He learns that it doesn’t 
pay to be a sensitive soul; that he 
should let some things go over his 
head like water off a duck’s back. He 
learns that he who loses his temper 
usually loses out. He learns that all 
men have burnt toast for breakfast 
now and then, and that he shouldn’t 
take the other fellow’s grouch too seri- 
ously. He learns that carrying a chip 
on his shoulder is the easiest way to 
get into a fight. He learns that the 
quickest way to become unpopular is 
to carry tales and gossip about others. 
He learns that buck-passing always 
turns out to be a boomerang, and that 
it never pays. He comes to realize 
that the business could run along per- 
fectly well without him. He learns 
that it doesn’t matter so much who gets 


A Straight Deal 
for Raw Material! 


the credit so long as the business shows 
a profit. He learns that even the janitor 
is human and that it doesn’t do any 
harm to smile and say “Good Morn- 
ing,” even if it is raining. He learns that 
most of the other fellows are as ambi- 
tious as he is, that they have brains 
that are as good or better, and that 
hard work and not cleverness is the 
secret of success. He learns to sym- 
pathize with the youngster coming into 
the business, because he remembers 
how bewildered he was when he first 
started out. 


He learns that no man ever got 
to first base alone, and that it is only 
through co-operative effort that we 
move on to better things. He learns 
that folks are not any harder to get 
along with in one place than another, 
and that the “getting along” depends 
about 98 per cent. on his own behaviour. 


—Wilfred Peterson, in The X-Ray 
Technician, May, 1944 


Once again we stress the URGENCY of the need for 
the cellulose and mineral content of YOUR old, useless 
x-ray films for the war effort. Keep the key radio- 
graphs — discard the rest. 


CLEAR THEM OUT — DO IT NOW! 
HELP TO SPEED VICTORY! 


Write or wire the amount of film you have for disposal. 
We will remit a certified cheque before you ship. And we 
pay freight charges. Mention this advertisement. 


NOTE—All emulsion is removed from radiographs. 
There are no exceptions. 


DISCARDED FILM PRODUCTS 


117 ST. PATRICK STREET, TORONTO, ONT. 
Office, ADelaide 4716 TELEPHONES Evenings, HUdson 5252 
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THE FOCAL SPOT 


Canadian Sociely 
of Radiological Technicians 


Second Annual Meeting 


Fort Garry Hotel 


Winnipeg 
Manitoba 


Saturday and Sunday 


September 16th, 17th 


1944 


@ Make your arrangements NOW. 


@ Matters of impertance to all Technicians will be 
discussed at the Business Sessions. 


@ Come and meet your fellow Technicians from all 
over the Dominion. 


e An excellent Programme has been prepared for 
your instruction and entertainment. 


@ Make your Hotel Reservations EARLY. 


= Can You afford to Miss this Event? apg 
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